By T. P. DUNHILL, C.M.G., M.D.
ANAESTHESIA for patients suffering from the various forms of goitre demands considerable versatility from the anesthetist, if the operation is to be carried through with minimum danger, and the maximum benefit is to be given to the patient. No one method is suitable for all forms. The operation may be simple and safe, or difficult and far from safe. The difficulties are of various kinds, and some of them have to be met by the adaptability of the anesthetist. They may be mechanical; as, for example, compression of the trachea in the neck by a large bilateral colloid goitre causing a "scabbard" trachea, or an intrathoracic goitre deeply situated in the chest, and causing pressure on the trachea as far down as its bifurcation. These conditions may have caused tracheal and bronchial irritation; or chronic bronchitis may exist apart from any pressure, being associated with a toxic condition which is causing some heart failure. Danger may be due to acute toxicity of a gland which is causing great mental unrest, or extremx.e tachyeardia, or both: or it may be due to associated conditions, such as an unclean mouth or infected tonsils. With the tracheal irritation, the greatly increased secretion which so frequently follows operation, and the difficulty of coughing effectively, any added irritation from an anesthetic may weight the scales against a patient, and this is more likely in the presence of buccal and pharyngeal infection. Further, the smoothness or otherwise of the anesthesia may determine whether a complete operation may be performed safely in one stage, or whether a patient must be put to the ordeal of a second operation before cure is obtained.
As in all surgical work, the first consideration is the patient's welfare, not the convenience of the surgeon or the predilection of the anaesthetist.
I have been operating for goitre for twenty years, and striving to attain the maximum degree of safety. My views have changed from time to time, but when they have changed I like to think there has always been a sufficient reason.
I will give my actual anesthetic statistics taken over a definite period. I had performed 1,136 operations in Australia previous to June, 1920 ; during these, most methods of inducing anesthesia were given an extended trial by men who worked sympathetically with me. Subsequently during a period of seven years from July, Dunhill: Anesthesia ' If I speak emphatically on some points on which you may question my authority to speak emphatically, my reason is that some of these patients are extremely ill, with a very narrow margin of safety; that they come to the surgeon not merely because they believe he can perform the operation, but because they believe that he can so pilot them up to the operation that it, may be carried through with safety, and that he knows the complications and dangers which may follow operation, and is alert to the factors which may prevent their occurrence or deal with them when they arise. Further, the physician to whom the patient belongs medically trusts the surgeon to be as sure of his team as he is of himself. In short, the surgeon is held responsible for the safe management of the case until the patient is returned to his own physician, to a greater extent, I believe, than obtains in most other surgical work.
CHLOROFORM.
In the earlier days of general narcosis, chloroform was probably the anasthetic of choice. It The endotracheal method is the one I prefer. I had begun to use it in Australia to the exclusion of other methods whenever general anesthesia was indicated, be9ause the patient's head and face are completely covered with sterile towels. The anae3thetist is away from the head of the patient-a position I prefer to occupy myself-the anesthesia is absolutely smooth, and a smaller amount of anesthetic is required. Recently the amount of ether has been further reduced, because gas and oxygen, with a minimum of ether, will give good anesthesia; and this in a field from which all apparatus has, for practical purposes, been banished. Here also the vapour, after all the mixing, can be led through a long coil, or a chamber immersed in hot water, before delivery to the patient. This delivers the vaporized ether to the patient just above, and not just below room temperature. When the surgeon wishes to pass from side to side, as I do, the helpful anesthetist seems to know by instinct, and disjoints the delivery tube of the machine-which is far back from the Exophthalmic Goitre.-It is common knowledge that from twenty to twenty-five years ago the operative death-rate was very high in these cases. The causes were sought for assiduously, and many factors were blamed, some wrongly, some rightly. Anw,sthesia to-day is on a sounder basis, and it is in no sense derogatory to your branch of the profession to admit that some, but by no means all, of the deaths were due to cruder methods of inducing and maintaining anesthesia. The high death rate was, in an equal degree, the result of operating upon unsuitable cases, or at an inappropriate time, or by less skilful methods. Often the fatal result was due to the wrong surgeon, the wrong patient, and the wrong antesthetic. Everyone of us has profited by the experiences of our forerunners. Their errors have saved us, and the greatest honour is due to the pioneers in this branch of anaesthesia and surgery. What have we learnt? We have learnt that patients suffering from Graves' disease have a narrow margin of safety; that, though a skilled man may possibly give chlorofornm with success, chloroform is, on the whole, a dangerous drug; that ether, given suitably, is safe, and that gas-oxygen, or gas-oxygen-ether, or gas-oxygen combined with local anasthesia, is safe, provided that the patient is suitable and the right time chosen, that the surgeon does not attempt more than he should at one operation, and that he operates with reasonable skill and speed.
I regard operation as unsafe for patients with great mental unrest, and if the anesthetist finds this condition when he visits the patient on the preceding evening, I consider him more than justified in ringing up the surgeon and questioning the wisdom of operation.
When there is established atricular fibrillation few will quarrel with the surgeon for desiring to operate upon the patients under local aniesthesia. SUMMARY. To summarize. As with most surgery, there is a very reasonable choice of anesthetics. A skilled anaesthetist will give almost any anmsthetic safely-and let me say most emphatically that thyroid surgery demands a skilled anesthetist-but all are not equally safe or equally convenient. We should plan for the greatest safety, and, given that, then for the greatest convenience. The operation is one that should not be prolonged more than is absolutely necessary, therefore anything that makes it easier for the surgeon is a direct gain to the patient. An operation on the thyroid gland will almost always cause increased secretion in the trachea, and it will interfere with the patient's expulsive efforts. Therefore the anast hetist should not be asked to give an anasthetic for the thyroid operation until the buccal and pharyngeal cavities are clean. Nor should an atresthetist be expected to induce anesthesia for a patient with great mental unrest or a very high pulse rate. It is not an emergency operation.
Because I like certain methods, I do not insist that they are the best. Each surgeon will like the method to which he has become accustomed, wben it has been woiked out by experience and the sl mpathetic help of his anesthetist, and we should "hasten to change" very slowly.
Discussion.-Sir JAMES BERRY said that Mr. Dunhill had dealt with this difficult subject in a wise and temperate manner and he (Sir James) He thought it extremely important that the anvesthetist, as well as the surgeon who operated on such patients, should familiarize himself with the mechanical displacement and compression of the trachea which commonly accompanied various forms of simple goitre. These alterations in the position and shape of the trachea followed fixed laws which were easily learnt.
The danger of tracheal collapse during certain operations for goitre was a real one that should not be forgotten and due precautions should be taken to prevent its occurrence. It was perhaps not yet sufficiently recognized, however, that the sudden and spontaneous death which was not uncommonly the ultimate result of a goitre with chronic and severe dyspneea, was generally due not so much to tracheal obstruction as to heart failure. The heart in such cases became dilated and degenerated and was likely to fail suddenly quite apart from any operation.
In true exophthalmic goitre upon which he (the speaker) was much less willing to operate than he believed Mr. Dunhill to be, the danger lay not on the side of the trachea but of the heart, and against this danger it was very difficult to guard. In true exophthalmic goitre the trachea was neither displaced nor compressed to any serious degree and tracheal collapse was never to be feared.
He used the term " true " advisedly, because he found that, judging from the number of cases sent to him with a ready-made diagnosis of " exophthalmic " goitre, but which were merely cases of simple goitres with more or less palpitation and not real Graves' disease at all, the term " exophthalmic " goitre was being used much too freely.
Dr. HENRY FEATHERSTONE said that in cases of obstructive goitre he had been impressed by the prolongation of induction of aniesthesia. This was probably due to reduction in volume of the tidal air. Also, owing to irritation of the larynx, serious dyspncea was to be feared at this stage. He suggested that induction of aneesthesia by nmeans of rectal-oil-ether to a large extent obviated this trouble. After induction, the rectal injection could be withdrawn, and inhalational methods enmployed.
Intratracheal anesthesia appeared to be an invaluable safeguard in these obstructive cases, and he was of the opinion that the full depth of aniesthesia required to insert catheters was but tenmporary and was fully justifiable in view of the greater safety and ease of operation provided. The lightest aniesthesia could then be given. On several occasions tracheitis appeared to result from manipulation of the trachea upon the catheter during enucleation of the gland. Scopolamine, with or without morphia, sometimes produced mild delirium when local ansesthesia alone had been contemplated. In one such case, a gentle stream of nitrous oxide, under the towels on the patient's face, had sufficed to produce quiet sleep from which the patient awoke if the gas was withdrawn.
In thyro-toxic cases, rectal oil-ether was a particularly useful method of inducing aniesthesia.
It could be given without disturbing the patient at all and prevented the anxiety and distress caused by the usual pre-operative manipulations.
Mr. T. P. LEGG said he always discussed the method of ancesthesia with the aniesthetist.
He had used all the methods advocated; he liked least of all the injection of local anesthetics and had not used it for many years. The psychological factor of the patient was most important and from this point of view he was averse to local injections. Though they might reduce heenorrhage at the operation, he asked Mr. Dunhill whether there was not increased liability to post-operative hbemorrhage from opening up of vessels temporarily closed or collapsed during the operation and which bled during straining from vomiting, etc. On the whole, open ether was the most suitable and convenient anaesthetic; he had performed several operations under rectal-ether anesthesia and this method was also satisfactory. He wished the anDasthetists in teaching students would impress upon them that the pressure of an enlarged thyroid on the trachea was very important, and that not all the symptoms and signs were due to " toxic " effects.
Lady In reply to Dr. Featherstone: he had never known tracheitis to result from irritation of the larynx by the catheter when endotracheal ancesthesia was being given, but it was necessary to remember that the baring of the trachea during the manipulations associated with the removal of the goitre, and the fact that both superior and inferior laryngeal nerves were in the field of operation, almost always resulted in some hoarseness, cough, and secretion of mucus, whatever method of aneesthesia had been used. These symptoms were certainly no more frequent after endotracheal anesthesia. 
